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Fig. 2. Lateral exposure ofpopliteal vessel. 
ing procedures, the lateral approach to the popliteal artery 
has become our preferred approach. 
This technique was developed by dissection of limbs 
amputated at the above-knee level before discard. We 
would recommend that the technique be learned by others 
in this way. This simplified approach as the advantage in
that there is no "blind" dissection deep to the fibula. Not 
resecting the fibula results in less tissue trauma with less 
chance of common peroneal nerve damage and less post- 
operative pain. Overall, the technique issimpler, safer, and 
quicker. 
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Regarding "Hemodynamic and dinical improvement 
after superficial vein ablation in primary combined 
venous insufficiency with ulceration" 
To the Editors: 
A recent article by Padberg et al. (J Vase Surg 1996;24: 
711-8) reported the beneficial effects of combined saphe- 
nous and perforating vein ligation in patients with venous 
ulceration caused by primary incompetence of the saphe- 
nous and deep systems. However, we believe a number of 
points need further discussion. 
First, although it is a noninvasive technique, air pleth- 
ysmography (APG) gives no direct measurement of venous 
function. We would advocate the use of ambulatory ve- 
nous pressure (AVI') measurement, which is considered to 
be the "gold standard" test of venous function, giving 
direct measurement of venous filling times (a measure of 
venous reflux) and the drop in venous pressure achieved on 
exercise (a measure of calf pump efficiency). Venous hyper- 
tension is, after all, the root cause of venous ulceration, and 
as such this parameter of venous function ought to be 
measured irectly. AVP measurements are simple to per- 
form and would have been easily incorporated into the 
methods because ach patient underwent phlebography as
part of the protocol. 
Second, the definitive test of saphenous surgery is not 
necessarily its influence on venous hemodynamics but on 
its clinical impact for the patient. With regard to ulcer 
healing, this cannot be assessed in this paper because the 
ulcers were healed before surgery by compression therapy 
and the follow-up period of 2 years is too short to mean- 
ingfully assess ulcer recurrence rates) ,2 
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Third, none of the 11 limbs examined had deep venous 
reflux extending into the crural veins, and five of 11 limbs 
had competent popliteal segments. Because in the absence 
of superficial venous reflux popliteal valve incompetency is 
pivotal in the development of venous ulceration, 3,4 these 
five limbs possibly had insignificant femoral vein reflux that 
did not contribute to the overall calf pump dysfunction. 
This being the case, one would expect improved venous 
hemodynamics after saphenous vein surgery. The im- 
proved venous hemodynamics reported in this paper eflect 
this, suggesting that this group of patients who have prox- 
imal deep vein reflux behave in a similar manner to those 
who have normal deep veins, s In limbs where deep venous 
reflux extends across the knee into the crural veins, saphe- 
nous surgery confers no hemodynamic benefit, 5 and the 
authors report wo limbs with grade 3 and 4 reflux deteri- 
orating after surgery. 
Finally, it is interesting to note the authors' final con- 
clusion in suggesting that saphenous vein ligation is re- 
quired before deep venous reconstruction. If, as is reported 
here, such sustainable hemodynamic and symptomatic im- 
provements are possible with saphenous ligation alone, 
why then do the authors feel it necessa Wto reconstruct the 
deep system? 
This paper addresses an important and, to date, unclear 
clinical situation; however, it does not address the rote of 
saphenous surgery in limbs with below-knee or crural deep 
reflux and unfortunately assesses venous function in a sub- 
optimal manner. As such it fails to clarify the management 
of patients who have extensive primary deep venous reflux. 
J. M. &riven, MD 
N. J. M. London, MD 
Department ofSurgery 
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Reply 
To the Editors: 
I am pleased to offer the following response to this 
informed and thoughtful commentary. Limbs with pri- 
mary, combined, deep and superficial venous incompe- 
tence manifested by dermal ulceration were evaluated. Af- 
ter healing the ulcers, superficial and perforating vein 
components were ablated, and the patients were observed 
with interval clinical, anatomic, and hemodynamic reas- 
sessment. 
The concept of venous hypertension is well established 
as the underlying pathophysiologic mechanism of chronic 
venous insufficiency. However, the venous filling index 
(VFI) as measured by the air plethysmograph (APG) is 
widely accepted as a quantitative measurement of venous 
reflux. 1-3 Independent investigators who compared the 
APG measurement of residual volume fraction (RVF) 
demonstrated a strong correlation (r = 0.83) with ambu- 
latory venous pressure (AVp)2; the correlation was stron- 
ger in limbs without evidence of venous obstruction (r = 
0.86)3 Although others were unable to duplicate these 
results, their data included limbs with prior thrombosis. 4 
Notably, none of the limbs in our report had evidence of 
prior thrombosis. Because AVP measurements--the "gold 
standard"--do not distinguish deep from superficial in- 
competence, do not differentiate r flux from obstruction, 
and do not localize the process anatomically, the addition 
of imaging is essential when planning management. 1-4 Fi- 
nally, a critical aspect of the study design involved serial 
clinical and hemodynamic follow-up; APG provided areli- 
able, repetitive measurement that was readily accepted by 
the patients. For these considerations, we did not add 
invasive AVP measurements to our investigation. The arti- 
cle by Bradbury and Rucldey s referenced in the above 
letter used foot volumetry without other characterization 
of the deep venous system to assess the long-term fol- 
low-up of a similar group of patients. Their findings paral- 
lel our report, in that limbs without popliteal reflux had no 
recurrences over a mean follow-up of 60 months. Notably, 
however, when an ulcer recurred in their series, it was 
accompanied by hemodynamic deterioration. 
We agree that clinical outcome is the definitive test of 
the validity of these observations. However, rapidity of 
ulcer healing or reduction in wound area may be difficult to 
measure and are subject o other factors besides venous 
hypertension. Previous work from our institution demon- 
strated a strong association between active ulceration and 
reduced calf pump function. 6 Because assessment of the 
hemodynamic benefits of the procedure was our goal, 
confounding effects of active ulceration were eliminated by 
achieving stable healing first, Bradbury and Rucldey s also 
postponed surgical intervention until ulcers were healed. 
The reported patient group remains intact at a current 
mean follow-up of 23 months. Ulcerations have not re- 
curred, deep valvular incompetence r mains unchanged, 
and continued improvement in VFI (the mean is now 
